joint to the orthopedic department. The patient had weakness of knee extension with a reduced asymmetric bulk of quadriceps on clinical inspection. On further investigation, C-reactive protein was nonreactive, and erythrocyte sedimentation rate was within normal range. The patient was referred to the radiology department for plain X-ray left knee joint. On X-ray, there was osteopenia and epiphyseal overgrowth, widened intercondylar notch, soft-tissue swelling, flattening of the condylar surface, and erosive changes [ Figure 1 ]. The radiographic differentials in this setting included HA and juvenile rheumatoid arthritis.
INTRODUCTION
Hemophilic arthropathy (HA) is permanent joint disease occurring as a long-term consequence of repeated hemarthrosis. Around 50% of patients with hemophilia will develop a severe arthropathy. These patients need a long-term follow-up as disease manifests early with significant lifelong morbidity. Imaging modalities such as plain X-rays and magnetic resonance imaging (MRI) are used to evaluate HA objectively and to differentiate from closely resembling entities. HA results due to recurrent hemarthrosis and siderotic synovitis. With regular follow-up and assessment of the disease process, the severe disability can be avoided with a better outcome for the patient. There are several established scoring systems for grading HA based on conventional radiography with a role for MRI in the staging of the disease. MRI has an established role in the diagnosis of early disease showing thickened synovium with low signal due to hemosiderotic synovitis. Furthermore, the joint effusion, cartilage loss, and erosions can be well seen with MRI, which is useful in the early management of the patient. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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DISCUSSION
Hemophilia is a hereditary X-linked recessive bleeding disorder due to deficiency of coagulation factor VIII.
[1] It has an estimated incidence of 1 in 10,000-20,000 people. The blood levels of factor VIII C are usually directly related to the severity of the disease. [2] It is seen that patients with < 1% of regular activity of factor VIII C develop severe illness, those between 2% and 5% are associated with moderate disease and with 6%-50% of activity develop the mild disease. [3] The recurrent hemarthrosis and chronic synovitis are the underlying etiology in HA. [4] It is oligoarticular to monoarticular illness with the knees and elbows being most commonly involved, and other joints such as shoulders, hips, and ankles are relatively less widely affected. [5] The ankle joint is rarely involved with incidence of 2.2% only; however, there is a maximum limitation of motion with the involvement of the same. [6] In a study by Jansen et al., it was found that the three large joints (ankle, knee, and elbow) were the most commonly affected by. [6] As there is weight-bearing at the knee and ankle, they bleed more often as compared to the shoulders and hips which are better supported. [7, 8] The characteristic clinical feature in hemophilia is bleeding into joints and soft tissues. There is resorption of intraarticular blood which induces reactive synovitis which causes recurrent hyperplastic synovitis. The chronic synovitis results in impaired blood supply to the growth plate and also itself produces subsequent cartilage destruction. This is followed by expansion of the epiphyses which become abnormal in shape and fuse prematurely. Clinically, the patient presents before the age of 2 years, and symptoms continue to occur into adolescence. The hematomas arise either spontaneously or resulting from minor trauma with a majority of the There is also seen associated joint effusion patients presenting with wasted limb muscles. There are also seen joint contractures due to fibrosis and associated joint effusion. Plain X-ray is the preliminary essential investigation that helps us to narrow differentials with MRI findings leading to the final diagnosis of the disease. The two classifications on plain radiography still in use today are that of Arnold and Hilgartner described in 1977, and that of Pettersson et al., in 1980 . [9] The Arnold-Hilgartner scale is a progressive scale of arthropathy, i.e., the score reflects the worst findings in the joint. The Pettersson classification is additive and the score for the joint is the sum of the abnormalities.
Arnold-Hilgartner classification on X-ray Stages 0 as a normal joint and gradually progresses to Stage V which is the formation of contractures, loss of the joint cartilage space with extensive enlargement of the epiphyses and disorganization of the joint. [10] In 1981, the World Federation of Hemophilia (WFH) recommended for the universal use of the Pettersson as the score is additive and soft-tissue changes, such as joint swelling or synovial thickening, are not taken into consideration owing to the difficulty in evaluating these on plain films, and these also may be reversible. In this scoring system, abnormalities are given a score from 0 to 1 or 2, depending on the particular finding. The highest joint score for a single joint is 13, i.e., a totally destroyed joint.
Despite the usefulness of all these classification systems on X-ray, only MRI has been proposed to classify the severity of the joint disease on the basis of which management can be done. The classical features on MRI include hemosiderin deposition (seen as hypointense foci on both T1W and T2W sequences, and showing blooming on gradient echo sequences) and synovial hypertrophy (best appreciated on T2W fat-suppressed and postgadolinium T1W sequences). Hemosiderin may be deposited along with the intraarticular ligaments and tendons. MRI is also useful in monitoring the progress of arthropathy. [11, 12] Apart from these, there are other associated complications such as pseudotumor or contracture formation and rare lethal complications such as intracranial, intrathoracic, or abdominal bleed. Pseudotumors are a rare complication of hemophilia, occurring in 1%-2% of patients with a severe coagulation disorder. [13] A hemophilic pseudotumor is a slowly expanding encapsulated usually a painless lesion occurring as a result of recurrent hemorrhage into the extraarticular soft tissues often detected incidentally. [14] MRI is useful in monitoring response to the prophylactic treatment in patients with early stage of the disease, [15] and also, it can help in the selection of patients with more advanced disease for synovectomy, whether surgical, chemical, or radioisotopic. [9] A comparative study has shown MRI to be more sensitive in detecting the first signs of arthropathy compared with the WFH Physical Joint Examination or radiography. [16] MRI is presently the most sensitive imaging technique for early detection of joint lesions. [17] In cases of repeated hemarthrosis in a single joint, with the related risk of synovitis and chronic arthropathy, a synovectomy or synoviorthesis may be considered. Replacement surgeries are considered as a treatment of choice for patients with severe arthropathy as it abolishes pain and corrects some deformities.
CONCLUSIONS
Hemophilia is a lifelong disease with significant morbidity and mortality. A wide range of clinical manifestations and radiological findings can be seen in this disease. For this reason, the patient should be followed in multidisciplinary departments working closely in collaboration for proper management. There is an important role of imaging in diagnosis and staging of the disease; hence, it plays an integral part in the management of HA.
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